Objectives: This research explores black-white differences in healthy aging and investigates whether mastery acts as a buffer against poor health for older black and white men. Methods: Using data from the Health and Retirement Study (HRS) (2008)(2009)(2010)(2011)(2012), a series of binary logit models were created to assess healthy aging over a 2-year period. Healthy aging was defined as good subjective health and free of disability at both waves. Mastery was lagged, and analyses (n = 4,892) controlled for social and health factors. Results: Black-white disparities in healthy aging were observed, where older black men had lower odds of healthy aging. Mastery was associated with higher odds of healthy aging, and race moderated the relationship between mastery and healthy aging. The predicted probability of healthy aging was relatively flat across all levels of mastery among black men, yet white men saw consistent gains in the probability of healthy aging with higher levels of mastery. In race-stratified models, mastery was not a significant predictor of healthy aging among black men. Discussion: High levels of mastery are linked to positive health-often acting as a buffer against stressful life events. However, among older black men, higher levels of mastery did not necessarily equate to healthy aging.
There is wealth of empirical data demonstrating black-white differences in healthy or successful aging (McLaughlin et al., 2010) . Older black adults typically experience poorer subjective health and more disability in later life compared with their white peers even while controlling for socioeconomic differences (Spencer et al., 2009; Thorpe et al., 2011) . This well-documented disparity may be due, in part, to differences in levels of mastery among older black and white adults, where black adults often report lower mastery (Jang et al., 2005) . Mastery refers to a global feeling of control over one's environment and life circumstances (Hitlin & Long, 2009; Pearlin & Schooler, 1978) . A high sense of mastery confers important health benefits in later life (Pearlin et al., 2007) . This may be a result of mastery's effect on reactions to stressful situations as well as participation in positive health behaviors (Pearlin et al., 2007; Pudrovska et al., 2005; Roepke & Grant, 2011) .
According to Williams (2003) , black men's health is shaped by multiple health-detracting factors that have accumulated over a lifetime including economic marginalization (e.g., absence of work/stressful work conditions) and gendered health practices and coping strategies that are rooted in cultural prescriptions of masculinity. The distinctive experiences of black men in the United States provide important motivations for investigating the role of mastery on older black men's health. Furthermore, previous research suggests that black men receive fewer health benefits from high levels of mastery (Jang et al., 2005) . Thus, the objective of this research is to explore black-white differences in healthy aging among older men while considering the role of mastery for healthy aging.
Literature Review

Racial Differences in Healthy Aging Among Older Men
Gerontologists have had a long vested interest in conceptualizing and in measuring healthy aging. One of the most popular models of healthy aging is the successful aging model (Rowe & Kahn, 1997) , which stresses being free of disease and of disability. Although generally accepted, scholars have criticized the successful aging model for narrowly defining "successful." One of the most widespread criticisms states that the model stresses objective measures with a focus on individual, agentic behavior and neglects subjective assessments of successful aging (Pruchno, Wilson-Genderson, & Cartwright, 2010) . Given the various critiques of the successful aging model, we chose to employ the term "healthy aging" because our focus is on maintaining good subjective health and independence (i.e., being free of disability) in older ages.
Prior research has documented racial disparities in healthy aging where racial minorities are more likely to have poorer subjective health (Cagney, Browning, & Wen, 2005; Franks, Gold, & Fiscella, 2003; Spencer et al., 2009) and physical functioning in older ages (Thorpe et al., 2011; Warner & Brown, 2011) . Regarding gender, women are consistently more likely to report worse health including poorer subjective health (Franks, Gold, & Fiscella, 2003) and more disability (Warner & Brown, 2011) ; however, relatively little research has explored the impact of both race and gender on healthy aging. Indeed, the majority of research that disaggregates race and gender has focused on racial differences in healthy aging among women. Although this trend in the extant literature most likely reflects the excess burden of disease and disability experienced by older women (Warner & Brown, 2011) , it also creates a critical gap in the literature related to black men's health in older ages including a lack of understanding of the determinants of healthy aging.
Examining Mastery, Race, and Healthy Aging Previous research indicates that psychosocial factors, including mastery, are robust predictors of healthy aging (Bowling & Iliffe, 2011; Rowe & Kahn, 1997; Seeman et al., 1999) Mastery is thought to directly influence health by affecting physiological responses to stress, including the sympatho-adrenal-medullary (SAM) and hypothalamic-pituitary-cortical (HPA) systems (Roepke & Grant, 2011) . Individuals with high levels of mastery may evaluate stressful situations more favorably because they view themselves as having control over the situationthus, reducing the physiological response to stress (i.e., stress reactivity) and improving health (Mooney et al., 2016) . Likewise, a greater sense of mastery is believed to shape health indirectly by improving health behaviors. Individuals with increased mastery are more likely to view their health as manageable and to take greater responsibility for meeting their health needs (Rodin, 1986; Roepke & Grant, 2011; Ross & Mirowsky, 1998; Seeman & Seeman, 1983) .
Although mastery is viewed as a powerful predictor of health across the life course, perceptions of mastery vary by race and ethnicity. According to the stress process model (Pearlin et al., 1990) , social statuses such as race and ethnicity reflect unequal exposure to social stressors as well as inequalities in personal and social resources. The stress process model conceptualizes mastery as an important coping resource, which minimizes the harmful effects of stress on health (Lincoln, 2007) . Perceptions of mastery map onto objective conditions, and, accordingly, structural constraints such as limited economic opportunities diminish feelings of mastery (Pearlin et al., 2007) . Compared with their white peers, older black men typically report less mastery (Jang et al., 2005; Oates & Goode, 2013) . One explanation for older black men's lower sense of mastery is the excess burden of cumulative adversity from economic marginalization and racism (Oates & Goode, 2013) . Given that health-promoting effects of mastery (Roepke & Grant, 2011) , it is possible that mastery represents an important pathway linking race and healthy aging in later life among older men.
Racial Variation in the Effect of Mastery on Healthy Aging Among Older Men
Previous research documents the health-protecting effects of mastery across multiple racial and ethnic groups including black and white adults (Hill, Cook, & Whitfield, 2014) . Mastery is consistently shown to be associated with better mental health among older black adults (Hill et al., 2014; Jang et al., 2005; Lincoln, 2007; Oates & Goode, 2013) . Among black men, specifically, Watkins and colleagues (2010) observed a negative association between mastery and depressive symptoms across all stages of the adult life course. However, there is also evidence that the effect of mastery on health varies by race (Oates & Goode, 2013) .
In general, whites experience additional health benefits from higher levels of mastery (Jang et al., 2005; Oates & Goode, 2013) relative to their black peers. Oates and Goode (2013) propose that mastery is a more central coping resource for white adults, whereas religiosity is a more central coping resource for black adults. Because black adults are often denied informal and formal opportunities to exert authority and control over their environment, black adults may have limited exposure to mastery as an effective coping resource (Oates & Goode, 2013; Schieman et al. 2006) . When examining race and gender simultaneously, research indicates that black men experience even fewer health benefits from mastery as compared with black women (Jang et al., 2005) . Indeed, black men's mental health appears to benefit the least from high levels of mastery while white men appear to benefit the most (Jang et al., 2005) .
Summary of Hypotheses
The majority of research exploring mastery as a psychosocial determinant of black men's health has concentrated on mental health. While limited, previous research suggests that older black men's health-specifically mental healthbenefits from higher levels of mastery; however, compared with older white men, the strength of this association is weaker. Less is known about the role of mastery for healthy aging and whether the protective effects of mastery extend to physical health outcomes among older black men. Based on previous research exploring healthy aging, mastery, and race, we have generated the following set of hypotheses:
• Hypothesis 1: Relative to older white men, older black men will be less likely to experience healthy aging.
• Hypothesis 2: Older black men will have lower levels of mastery compared with older white men.
• Hypothesis 3: Mastery will partially mediate the relationship between race and healthy aging. • Hypothesis 4: Higher levels of mastery will be associated with healthy aging, regardless of race, net of numerous social and health factors. • Hypothesis 5: Higher levels of mastery will be associated with healthy aging for older black and white men; however, the effect of mastery on healthy aging will be greater for white men (i.e., moderated by race).
By taking a closer examination of the potential pathways linking mastery to healthy aging among older black and white men, researchers and clinicians may gain important insights about future health promotion. Data were pooled from the 2008 and 2010 PLQ halfsamples. After restricting the pooled sample to black and white men, there were 5,613 respondents in the sample. The sample was further restricted to age-eligible respondents (i.e., respondents aged more than 50) resulting in a sample size of 5,547. Because this research is interesting in maintaining good health, healthy aging was measured across two waves; therefore, respondents' health was measured in the subsequent wave following the PLQ. Since respondents were followed across multiple waves, it was possible for respondents to have missing information because of death or attrition. Analyses were run including and excluding respondents who died between follow-up waves (see Online Supplementary Text for description of sensitivity analyses). Both sets of models generated a similar pattern of results; therefore, for ease of interpretation, only respondents who survived and who provided valid data at both time points were included in the final weighted analytic sample (n = 4,892). Approximately 7% of the sample died between waves, and approximately 3% was lost to follow-up. Multiple variables from the PLQ had substantial (>5%) missing data; therefore, multiple imputation using the PROC MI and PROC MIANALYZE procedures in SAS 9.4 was employed. All predictors and healthy aging measures were used in the imputation process, and missing information was assumed to be missing at random.
Data and Methods
Data
Measures
Healthy aging was measured using two indicators (i.e., subjective health status and disability status) across two waves (i.e., 2 years). Subjective health status was derived from a self-rated health measure: "Would you say your health is excellent, very good, good, fair, or poor?" A dichotomous measure was created where respondents who rated their overall health as good or better were considered to have "good health" (=1). Fair/poor health has been described as "an expression of health distress" due to the robust association with adverse health outcomes such as morbidity and mortality (Subramanian, Acevedo-Garcia, & Osypuk, 2005 , p. 1669 ; therefore, we conceptualize good/very good/excellent health as an indicator of healthy aging. Additionally, prior research suggests that reducing the amount of response categories may minimize concerns related to reporting heterogeneity by race (Dowd & Todd, 2011) . Disability status was measured using a combination of activities of daily living (ADL), representing essential self-care tasks, and instrument activities of daily living (IADL), representing tasks required for independent living. Respondents reporting no difficulty on any of the eight ADL or IADL tasks (i.e., eating, dressing, bathing, getting in/out of bed, walking across the room, using the phone, managing money, or managing medications) were classified as being "disability free" (=1). Respondents were asked to report difficulty related to persistent (i.e., lasting longer than 3 months) health conditions. Respondents who reported they did not do the task for reasons other than health-related difficulty were classified as having no difficulty with that task. Both subjective health and disability status came from the RAND HRS Data File.
Mastery was measured using a 5-item scale. Respondents were asked how much they agree or disagree (range=1 [strongly disagree]-6 [strongly agree]) about the following statements: (1) I can do just about anything I really set my mind to; (2) When I really want to do something, I usually find a way to succeed; (3) Whether or not I am able to get what I want is in my own hands; (4) What happens to me in the future mostly depends on me; (5) I can do the things I want to do. The mastery scale was created by averaging the scores across all five items. Respondents missing three or more items were recoded as missing for the final value. The Cronbach's alpha was 0.90 in 2008 and 0.90 in 2010.
Because mastery is shaped by sociodemographic characteristics and socioeconomic status (SES), age, marital status, and SES were included in the analyses as controls. Age was measured in years and assessed at baseline (either 2008 or 2010) . A dichotomous measure of marital/partner status was created where married or cohabitating respondents were considered to be partnered (=1). Four measures of SES were included in the analyses as controls: 1) educational attainment; 2) household income; 3) household wealth; and 4) health insurance coverage. A three-category measure of educational attainment was created, where less than high school education, high school education or equivalent (reference), and more than high school education were the categories. Both the household income and wealth quartiles were created using baseline (unweighted) information among black and white men who had completed the PLQ. The bottom quartile was used as the referent category for both measures. A trichotomous measure of health insurance was created, where private insurance coverage (either from the respondent or spouse), public insurance coverage, and no insurance were the categories. Respondents with both private and public insurance were classified as having private insurance so that the public insurance category represented public-only insurance coverage. Private insurance was used as the reference category.
Four health behaviors were included in the analyses: (1) sedentary behavior, (2) obesity, (3) tobacco smoking status, and (4) health care utilization. Sedentary behavior was measured using a dichotomous indicator. Respondents who reported never participating in physical activity (i.e., light, moderate, or vigorous activity) were considered to be sedentary. Using self-reported values of height and weight to generate body mass index (BMI) estimates, a dichotomous measure of obesity (BMI > 30) was created. A trichotomous measure of smoking status was created with nonsmoker (i.e., never smoked) (reference), former smoker, and current smoker as the categories. Finally, health care utilization was measured using two dichotomous variables: (1) doctors visit and (2) hospitalization. Both measures referred to the past 2 years.
Morbidity status was also included in the analysis. While healthy aging is the main outcome, we conceptualized healthy aging to be in good subjective health and to be free of disability; however, respondents could experience both of these indications while having a chronic condition or functional limitation. Therefore, both measures (i.e., number of chronic conditions and functional limitations) were included in the analysis as controls. The number of chronic conditions ranged from 0 to 8 and included high blood pressure, diabetes, cancer, lung disease, heart disease, stroke, psychiatric disorders, and arthritis. The number of functional limitations ranged from 0 to 4 and was based on difficulty related to large muscle functioning (i.e., difficulty sitting for 2 hours, difficulty getting in/out of chair, difficulty stooping/kneeling, and difficulty pushing/pulling large object).
A large set of psychosocial factors were incorporated in the analyses including additional coping resources (e.g., social support and religiosity), pessimism, and social stressors. Previous research documents robust associations between these factors and healthy aging (see Bowling & Iliffe, 2011; Lincoln, 2007; Rowe & Kahn, 1997; Seeman et al., 1999) . Moreover, these factors may influence feelings of mastery. By including these measures, this research can investigate whether mastery has an independent effect on healthy aging among older black and white men.
Two additional coping resources were included in the analyses: (1) social support and (2) religiosity. To capture multiple dimensions of social support including quantity and quality of ties, four measures were employed: (1) composition of social network, (2) number of close ties, (3) perceived positive social support, and (4) frequency of meeting up with friends and family (see Online Supplementary Text for more detail). Religiosity was measured using a 4-item scale. Respondents were asked about their belief in God, a divine plan, carrying religious beliefs to other dealings, and strength/comfort from religion. The scale ranged from 1 to 6 with higher scores representing more religiosity. The Cronbach's alpha was .92 in 2008 and .93 in 2010.
Older black adults typically report more pessimism, which is thought to shape their subjective assessments of health (Dowd & Todd, 2011) ; therefore, we included a measure of pessimism to avoid potential confounding effects. A 3-item pessimism scale was created from the following statements: (1) If something can go wrong for me it will; (2) I hardly ever expect things to go my way; and (3) I rarely count on good things happening to me. Responses ranged from (1) strongly disagree to (6) strongly agree with high scores reflecting more dispositional pessimism. The Cronbach's alpha was .77 in 2008 and .79 in 2010. Social stressors included neighborhood disorder, loneliness, everyday discrimination, lifetime traumas, and recent stressful events (see Online Supplementary Text for more detail). All of the psychosocial measures from the PLQ have been previously validated and are widely accepted instruments used by researches from a variety of disciplines (Smith et al., 2013) .
Analytic Strategy
To assess our hypotheses, we first examined bivariate associations among the focal variables (i.e., healthy aging and mastery) by race to establish whether mastery was a partial mediator of race and healthy aging. Next, a series of binary logistic regression models were created. The first model included race and mastery adjusted for age. The second model further adjusted for sociodemographic characteristics and SES. The third model introduced health behaviors, morbidity status, and psychosocial factors. Models 1-3 were used to investigate whether mastery exerts an independent effect on healthy aging, net of numerous covariates associated with both mastery and healthy aging. The fourth and final model introduced an interaction term (i.e., BlackXmastery) to evaluate whether race moderated the relationship between mastery and healthy aging. Interaction analysis allowed for an investigation of whether the effect of mastery on healthy aging varied by race. Finally, to further explore the role of mastery for older black and white men, we stratified the analyses by race. This enabled us to consider whether mastery influenced healthy aging via social and health pathways and whether those pathways differed for black and white men. Table 1 presents descriptive statistics for the sample along with a comparison of the raw and imputed data. The majority of the sample experienced healthy aging (i.e., 62%) with more than two-thirds of respondents reporting good health and more than three-quarters reporting being disabilityfree. Eight percent of the weighted sample, compared with 14% of the unweighted sample, was black with the average age of 65 years. In general, there was high mastery reported with an average score of 4.81 out of 6. About half of the sample had a high school degree, while 11% reported having no high school degree or equivalent. The household income and wealth quartiles reflect the raw distribution of all black and white men who had completed the PLQ in either 2008 or 2010. Small discrepancies in the household income quartiles reflect weighted differences related to mortality (i.e., the final analytic sample was restricted to respondents alive at both observations). Having private insurance was the modal category while only 8% of the sample reported having no type of health insurance. Table 2 displays the bivariate associations among focal variables by race. Looking at healthy aging and each indicator (i.e., good health and disability-free), there are clear black-white differences. In general, compared with older white men, older black men had lower rates of healthy aging. Sixty-three percent of white men reported having good health and being free of disability, whereas only 48% of black men reported a similar status. Unexpectedly, there were no significant differences in mastery by race, which indicated that mastery was not a potential mediator of racial differences in healthy aging in our sample. In other words, observed differences in healthy aging by race were not attributable to differences in mastery among older black and white men.
Results
Supplementary Tables 1 and 2 present odds ratio estimates and 95% confidence intervals of healthy aging. Model fit was assessed using the likelihood ratio, which was averaged across the five imputed data sets. Supplementary Table 1 displays the odds ratio estimates of healthy aging. In Model 1, the age-adjusted odds ratio estimates are presented for race and mastery. Black men were less likely to experience healthy aging compared with white men, net of mastery and age. Mastery was positively associated with healthy aging. The strength of this association was quite strong. For example, each 1-unit increase in mastery, respondents, on average, experienced a 56% increase in the odds of healthy aging, net of age and race.
In Supplementary Table 1 , Model 2, marital status and SES were introduced. After adjusting for marital status and SES, race was no longer a significant predictor of healthy aging. However, mastery continued to be a robust predictor of healthy aging. Marital status was not significantly associated with healthy aging; however, every indicator of SES was associated with healthy aging. In general, respondents with higher levels of SES (i.e., education, income, wealth, or private insurance) were more likely to experience healthy aging. Model 3 further adjusts for health behaviors, morbidity, and psychosocial factors.
From Model 2 to Model 3, race became significantly associated with healthy aging-possibly indicating a suppressor effect. Controlling for marital status, SES, and numerous social and health factors, black men were less likely to experience healthy aging relative to white men. Post hoc analyses revealed that the number of functional limitations (z = 2.47; p = .003) was a significant suppressor (MacKinnon, Krull, & Lockwood, 2000) . Mastery remained a significant predictor of healthy aging in Model 3. Among the health behaviors, being sedentary or a current smoker was negatively associated with healthy aging. Hospitalization in the past 2 years was also negatively associated with healthy aging. Similarly, both measures of morbidity (i.e., number of chronic conditions and functional limitations) reduced the odds of healthy aging. Three psychosocial factors were negatively associated with healthy aging; respondents were less likely to experience healthy aging when reporting high levels of loneliness, pessimism, and lifetime traumas.
In Supplementary Table 1 , Model 4, an interaction of mastery and race was introduced to examine moderation. The interaction term was negatively associated with healthy aging. To aid in interpretation, Figure 1 plots the predicted probabilities of healthy aging by race and mastery. White men saw consistent gains in the predicted probability of healthy aging as levels of mastery increased, whereas black men had relatively flat predicted probabilities of healthy aging across all levels of mastery. To further explore the relationship between race and mastery for healthy aging, Supplementary Table 2 presents the odds ratio estimates of healthy aging stratified by race. In Supplementary Table 2, Model 1 (left panel), mastery was not a significant predictor of healthy aging at an alphalevel of .05 (p = .10), net of age, among black men. In the full model (Model 3), only morbidity status and lifetime traumas were significantly associated with healthy aging. On the other hand, among white men (right panel), mastery continued to be significantly associated with healthy aging across all three models. While the strength of the associated was attenuated after introducing all other covariates, mastery appeared to have an independent effect on healthy aging for white men but not black men.
Discussion
The main objective of this research was to examine the role of mastery within the context of healthy aging among older black and white men. More specifically, our aims were twofold: (1) to investigate whether mastery contributed to racial disparities in healthy aging and (2) to determine whether the protective effect of mastery on healthy aging varied by race. Our intention was to address an important gap in the literature by exploring mastery and physical health among older black and white men while highlighting the importance of the intersection of race and gender for older black men's health. As expected, we observed stark differences in the prevalence of health aging among older black and white men. After adjusting for social and health factors, racial disparities continued to be evident. Unexpectedly, we did not find any support that current levels of mastery contributed to racial disparities in healthy aging among older men. Finally, we documented clear support for the moderating effect of race on mastery and healthy aging. Older white men saw consistent gains in the predicted probability of healthy aging with increasing levels of mastery, whereas older black men had relatively flat predicted probabilities of healthy aging across the various levels of mastery.
Based on previous research (see Jang et al., 2005; Mizell, 1999; Oates & Goode, 2013) , we anticipated that older black men would have lower levels of mastery, relative to older white men, and that this association would partially contribute to differences in healthy aging by race. Contrary to our original hypothesis, we observed no significant differences between older black and white men's levels of mastery. However, we are not the first to document similar levels of mastery among older black and white adults (see Pudrovska et al., 2005; Schieman et al., 2006) . These equivocal findings may reflect differences in sample composition that arise from variation in sampling strategies. Between-group mastery comparisons may be acutely sensitive to age-eligibility requirements because of healthy survivor bias. Alternatively, we may be observing faster declines in mastery among white men as they age. Older black men may maintain relatively similar levels of mastery over their life course, thus, leading to a convergence in mastery in older ages. In either scenario, mastery is not a partial mediator of race and healthy aging. Yet, this does not discount the potential of mastery to contribute to other types of health disparities by race such as mental health earlier in the life course.
Prior research underscores that mastery is an important predictor of health outcomes among older adults across multiple racial and ethnic groups (Hill et al., 2014) . While previous research has noted a weaker association between mastery and health outcomes among black men, generally, most research has documented some protective effect of mastery on black men's mental health (Oates & Goode, 2013; Watkins, 2012) . However, this research finds minimal support that mastery is a salient predictor of healthy aging among older black men-suggesting that the health benefits of mastery may not extend to physical health outcomes. 
Limitations
This research draws from a nationally representative, longitudinal data set of older adults and makes use of in-depth psychosocial information to explore a multifaceted measure of healthy aging. Despite the strengths of this study, there are several caveats. First, we are exploring health disparities among older adults. Because black men experience harsh prejudice and discrimination in the United States, there are stark differences in morbidity and mortality between black and white men (Williams, 2003) . This disparity contributes to a healthy survivor bias where older black men's health reflects a healthier population surviving into old age compared with their white peers (Beckett, 2000) . Although this is an important limitation, our goal was to explore the role of mastery in older ages on healthy aging. We recognize that the effect of mastery on health earlier in the life course may have contributed to a healthy survivor bias, but given the emphasis on mastery as a potential means of intervention, we believe it is important to explore its role in later life in the face of survivor bias. Another potential limitation stems from the disability measure. We classify this as our objective indicator of healthy aging; however, this was based on self-reports. It is possible that older black and white men use different criteria to assess difficulty with essential care and independent living tasks. Additionally, we used a relatively short follow-up period to explore healthy aging. Respondents were considered to be experiencing healthy aging if they reported good health and no disability over 2 years. While we would have liked to have lengthened our follow-up period, the first available PLQ half-sample with consistent measures across waves was from 2008. The 2010 PLQ sample limited our follow-up to 2012, the latest wave included in the RAND-HRS data set (version O). Although our short follow-up period is an important limitation, Pruchno and Wilson-Genderson (2015) document the fluidity of successful aging across a 4-year observation window, which indicates that longitudinal changes in healthy aging status can be recorded over a short period of time.
Likewise, the analyses would have benefitted from more refined measures of social support and religiosity. In particular, our measure of religiosity only captured one dimension of a multidimensional construct. It is an important caveat that multiple aspects of religiosity could not be investigated because of the well-established linkages between religiosity and mastery among older black Americans (Schieman et al., 2006) . Finally, while using a dichotomous indicator of healthy aging was advantageous both conceptually and analytically, we would have liked to explore patterns of healthy aging in more depth. However, restrictions in sample size limited our ability to explore rare outcomes. Notwithstanding these limitations, this research provides evidence of the varying role of mastery for older black and white men's health.
Conclusion
Previous research underscores that mastery is a more powerful predictor of health outcomes among older white men; however, albeit weaker, mastery is still thought to be important for older black men's health (Jang et al., 2005; Watkins et al., 2010) . Because mastery emphasizes agentic behavior such as increased participation in positive health behaviors (Ross & Mirowsky, 1998) , it is often viewed as an important factor in health promotion and intervention (Marks & Allegrante, 2005) . However, our findings provide minimal evidence that mastery confers health advantages in the form of good subjective health and being free of disability to older black men. This divergence from previous research may reflect different health-related outcomes (e.g., mental health). It is plausible that the weaker association between mastery and health among racial and ethnic minorities limits the health benefits to more proximal outcomes like mental health versus physical health.
Mastery is believed to have a direct effect on healthy aging by shaping physiological responses to stress including multiple neuroendocrine systems (Roepke & Grant, 2011) . Our findings suggest that this may be particularly true for older white men. Net of numerous social and health risk factors, a high sense of mastery was independently associated with healthy aging among white men. This was not true for black men, which suggests that mastery may not have the same effect on black men's physiological responses to stress. The stress process framework asserts that mastery is an important coping resource, but also acknowledges that feelings of mastery reflect objective conditions (Lincoln, 2007; Pearlin et al., 1990) . Mastery may be a less effective coping resource for reducing stress reactivity among older black men because of limited opportunities to exert control over their environment throughout the life course (Oates & Goode, 2013) . Equally, a lack of mastery may be exceptionally detrimental to older white men's health because there is a higher expectation of having control over their environment due to structural advantages over the life course.
Black men in the United States face unique challenges to healthy aging including an excess burden of economic marginalization, discrimination, and exposure to stressors across the life course (Watkins et al., 2010; Williams, 2003) . Furthermore, cultural prescriptions of masculinity may negatively influence the health of black men by shaping health behaviors and coping strategies (Williams, 2003) . The cumulative burden of lifelong exposure to daily and chronic stressors experienced by black men may impact healthy aging much earlier in life, relative to white men. Thus, mastery in older ages may have limited ability to mitigate the health-detracting effects of race-related cumulative disadvantage that has taken place decades earlier. In the future, we suggest more research exploring the complex interaction between structural conditions, which shape coping resources, but also identifying sources of psychological resiliency that can be used to promote healthy aging, specifically, among older black men who face distinct barriers.
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